Under the auspices of London borough/area health authority joint planning a survey of all mentally handicapped people born between 1 January 1958 and 31 December 1963, and the responsibility of Hounslow, Hammersmith, and Hounslow boroughs, was conducted in three stages.' 2 3 In this paper we draw together the findings on prevalence, disability, and the relationship between degree of disability and placement in residential care, from all three borough surveys.
Method
(1) Mental handicap has been described as 'an administrative concept, used for the purposes of social action'.4 An administrative definition of mental handicap was employed to include all 'severely' mentally handicapped people (that is, with IQ 50 or below) and the minority of 'mildly' handicapped people who use the services. The criteria for inclusion in the survey were that the person attended or had recently left a school for the eduicationally subnormal (severe) (ESN(S)) or an adult training centre, or lived in or had recently left a hospital or other specialised form of residential provision for the mentally handicapped, or received some other specialised service on the grounds of mental handicap, or was registered with the appropriate local authority social services department or health district as severely mentally handicapped. A total of 282 cases were identified.
59
(2) This definition enabled 'administrative prevalence'5 rates to be derived for age-specific populations, using Greater London Council projections of 1971 census data, and Ealing projections from a 1976 sample census. Application of an administrative definition inevitably leads to the inclusion of people who would not meet a scientific criterion of mental handicap, but who have used or currently use services for the mentally handicapped; thus prevalence rates may be influenced by the orientation of these services, the extent of provision for mildly handicapped people, and the climate of employment. Planning authorities are concerned with how many people need and use services, and it is in this sense that prevalence is used here. (6) Although clinical examinations of hearing and vision might reveal more impairments, 85% had no reported defects of vision (not remediable by spectacles) and 90% had no reported defects of hearing. Fifteen people were blind and 12 deaf.
(7) On each of the five behaviour problems on the schedule over three-quarters of the survey population were rated as 'no problem'. The least prevalent problem was self-injury (14%). Each of the other problems (aggressiveness, destructiveness, over-activity, constantly seeking attention) were rated for just over 20% of the cases.
DISABILITY SCALES
By deriving summary variables for mobility, incontinence, behaviour, self-help, and literacy (Table 3) two overall scales (SPI and SSL) can be produced (Table 4 ). The 'mild incapacity' and 'no incapacity' categories of the SPI scale can be grouped as CAN (continent, ambulant, no severe behaviour disorder), and cases in the other four categories as CAN'T. In this survey of young adults 70% of the cases were CAN and 30% CAN'T. Table 4 cross-tabulates SPI by SSL scores and shows that the two scales are significantly related. This is more true at the lower than the higher level of the ability spectrum; all 35 people in the lowest two categories of SPI were also in the lowest two categories of SSL. People with higher ratings on the SPI scale were much more widely distributed on the SSL scale. And 17 cases rated in the literate and self-help/speech categories of SSL were in the CAN'T group of SPI because of disturbed behaviour. (Table 5 ). Salford (1961) and Wessex (1963), of a similar age group to that studied here, with prevalence rates of 3*54 to 3-84 in 1000 at ages 15-1 9.14 The rates found in this survey (5.02 in 1000 aged 15-20; 3 58 in 1000 using a more restricted definition) suggest that the prevalence of severe mental handicap in Hounslow, Hammersmith, and Ealing is not markedly different from rates found in other British studies. But the administrative prevalence among young adults is inflated because between 1 0 and 1-5 in 1000 of the population make use of services for the mentally handicapped when they leave school, although they are only midly handicapped. In the current climate of employment, it will be increasingly hard for those leaving schools for the educationally subnormal (medium) (ESN(M) to obtain jobs, and this trend in prevalence rates is likely to continue.
A study of the distribution of the mentally handicapped between districts of Sheffield found wide variations in referral rates to a case register from different postal districts within the city."5 The author concludes:
If there are ever to be properly planned community based services for the mentally handicapped, planning authorities at all levels will have to recognise that averages and norms are at best misleading, and at worst, restrict progress.
Different areas, even within the same city, must be expected to differ in their needs and demands for mental handicap services and the existing and future services ought to be organised and run to reflect these differences.
The study reported here found variations in prevalence between the three boroughs ranging from 5.9 in 1000 in Hammersmith to 4-2 in Ealing. There were also considerable variations within the borough of Ealing. It seems clear that the local planning of services should be based on local prevalence data.
DISABILITY
The findings of disability studies vary according to the methods used and the age groups studied. The overall findings of this survey on disability are very similar to those of a Wessex survey of young people aged [15] [16] [17] [18] [19] In contrast to these findings, no significant relationship was established in this study between degree of disability, measured on the SPI scale, and placement in residential care. One significant relationship established was between lack of effective speech and placement in residential care. This is similar to the findings of a survey in Camberwell in 1972: the author concluded that while the absence of language in a profoundly handicapped young person with an IQ of under 20 is predictable 'those with non-verbal lQs of 20 and above, with no language, present a special problem, as is shown by the correlation of language impairment with defects of hearing and vision, disturbed behaviour and admission to residential care, independently of the non-verbal IQ level'."2 Considering that the young people without effective use of speech included the most profoundly physically disabled and some of the most disturbed and disruptive cases in our survey, it is not surprising that 53% of those cases were in residential care. Because many heavily dependent or severely disruptive young adults continue to live at home with their families, considerable pressure is put upon day services: 10% of the survey population had no organised day placements or activities. The survey also highlights the lack of local residential alternatives in Hounslow, Hammersmith, and Ealing. The three boroughs have no homes for non-ambulant mentally handicapped children, and no homes for mentally handicapped adults who are incontinent, non-ambulant, or have severe behaviour disorders. The area health authority has no residential facilities for the mentally handicapped within the area. 
